
Pediatric Skin Cancer  
by Heather Gilbreath MPAS, PA-C  

Heather is a 2006 graduate of the University of Texas Southwestern Medical 
Center Physician Assistant Program where she now serves as a Clinical Assistant 
Professor.  She is employed at Children’s Health Dallas as a Manager within 
Advanced Practice Services and practices clinically in Neurology.  Heather 
currently serves on the SPAP Board as the Treasurer.  
Skin cancer is one of the many diseases recognized each May in an 
effort to help raise awareness and aid in early recognition.  Although 
many consider skin cancer to be an adult disorder, melanoma is 
reported to be on the rise in both adults and children.  Melanoma is 
the deadliest form of skin cancer and is the second leading cause of 
cancer in adolescents and young adults aged 15-29 years.1 One study 

published in Pediatrics in 2013 reported that melanoma diagnoses are rising in the US, particularly in 
those aged 15 to 19 years, by approximately 2% each year.2   

The majority of pediatric melanoma cases are sporadic and related to ultraviolet (UV) DNA damage.
2,3  The risk of skin cancer begins with a child’s first exposure to sunlight as UV light is associated 
with an increased risk of melanoma and changes in pigmentation.  This may have a more 
pronounced effect in older children and adults due to a cumulative UV exposure effect.  Although 
light-skinned people are the most susceptible to skin cancer, everyone is vulnerable and should be 
vigilant about sun safety.  Sun protection should begin at birth, since establishing healthy routines in 
childhood can foster positive lifelong preventative habits.4  Sun safety is especially important for 
young people because multiple sunburns (in fact, just one blistering sunburn) during childhood and 
adolescence more than double the risk of melanoma in the future.5   

Only 22% of pediatric melanoma patients have non-modifiable risk factors, including fair skin, 
xeroderma pigmentosum (XP), genetic susceptibility, pigmentation, age, nevi pattern, and family 
history.6  XP is an autosomal recessive disorder associated with a defect in DNA excisional repair 
mechanisms.  This results in a 1,000-fold increased risk of skin cancer.  Approximately 5% of 
individuals with XP develop melanoma by a median age of 19 years.2  Familial melanoma accounts 
for approximately 1% of cases of melanoma and is known to be caused by mutations in CDKN2A or 
CDK4 genes.7,8  Other genes associated with an increased susceptibility to melanoma among families 
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and the general population include mutation in MITF, which confer a population-wide increased odds 
of melanoma of 1.7-4.8.9,10  Additionally, the presence of congenital nevi (CNM) is significantly 
correlated with melanoma.  In a study of adolescents aged 15-19 years, the risk of melanoma was 
found to be 34 times higher in children with 100+ nevi and 15 times higher in children with 10+ 
large nevi >5mm in diameter.2  Similarly, both inherited immunodeficiency and acquired 
immunosuppression, such as organ transplantation, are correlated with increased nevus density and 
higher rates of melanoma.2  

Manifestations of pediatric melanoma varies across age groups.  Previously, it was believed that 
younger children present with later stage lesions that are more likely to appear on the head and 
neck.11,12,13  Current research shows that melanoma location is relatively equally distributed across 
the body for children <10 years of age.  However, younger children ages 0-4 years have a slightly 
lower incidence of truncal melanoma whereas older children and adolescents aged 10-19 years have 
a higher incidence of truncal melanoma.14  Males also tend to present with lesions on the face and 
trunk, while females more often present with extremity tumors.6,12,15  

Early recognition is always important to prevent the progression of melanoma.  Thorough physical 
examinations are necessary in pediatric patients.  Corodo et al. found that 60% of children aged less 
than ten years and 40% of adolescents did not meet the traditional ABCDE criteria.  As a result, up to 
82% of diagnoses took greater than six months after detection and 62% of diagnoses took greater 
than two months.10  Children presented with amelanosis, symmetry, regular borders, uniform color, 
and diameters of ≤6mm.  Corodo et al. thus proposed the following criteria to encompass 
characteristics more specific to pediatric melanoma: A=amelanotic; B=bleeding, bump; C=color 
uniformity; D=de novo, any diameter; and E=evolution of mole.3, 10  

Prevention is key.  The World Health Organization (WHO) has classified UV exposure as a class I 
carcinogen that is associated with a higher incidence of melanoma, especially in children with a 
higher exposure to sunlight and/or tanning beds.  UV exposure is a highly preventable cause of 
melanoma if sun-safety protocols are followed.  The American Academy of Pediatrics (AAP) 
recommends the following rules to protect children from sun damage:  

• Keep babies younger than six months out of direct sunlight.  Find shade under a tree, umbrella, or canopy of 
a stroller.  
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• When possible, dress children in cool, comfortable clothing that covers the body, such as lightweight cotton 
pants, long-sleeved shirts, and hats.  

• Select clothes made with a tight weave; they protect better than clothes with a looser weave.  If you’re not 
sure how tight a fabric’s weave is, hold it up to see how much light shines through.  The less light, the 
better.  Or you can look for protective clothing labeled with a Ultraviolet Protection Factor (UPF).  

• Wear a hat with an all-around 3-inch brim to shield the face, ears, and back of the neck.   

• Limit sun exposure between 10:00am and 4:00pm when UV rays are strongest.  

• Wear sunglasses with at least 99% UV protection., look for child-sized sunglasses with UV protection. 

• Use broad-spectrum sunscreen with a sun protection factor (SPF) of at least 15 (up to SPF 50).  More 
research studies are needed to test if sunscreen with more than SPF 50 offers any extra protection.  

• Use enough sunscreen to cover all exposed areas, especially the face, nose, ears, feet, hands, and even 
backs of knees.  Rub the sunscreen in well.  

• Put sunscreen on 15-30 minutes before going outdoors.  It needs time to absorb onto the skin.  

• Use sunscreen any time a child is outdoors.  Remember that you can get sunburn even on cloudy days 
because up to 80% of the sun’s UV rays can get through the clouds.  Also, UV rays can bounce back from 
water, sand, snow, and concrete, so make sure you’re protected.  

• Reapply sunscreen every two hours and after swimming, sweating, or drying off with a towel.  Because 
most people use too little sunscreen, make sure to apply a generous amount.  

• Make sure everyone in the family knows how to protect their skin and eyes 

• And last but certainly not least, remember to set a good example by practicing sun safety yourself! 

For more information, visit healthychildren.org.  
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SPAP Member Spotlight 
 Megan Favia, PA-S 
The SPAP Board of Directors would like to congratulate Megan on 
being awarded SPAP’s 2018 Student Scholarship.  There were many 
qualified applicants, and the SPAP Board is excited about the future 
of PAs in Pediatrics!  Megan is currently enrolled in St. Louis 
University’s PA Program and will graduate in 2019.  

Can you briefly tell us about your clinical experiences prior to 
PA school?  Prior to PA school, I wanted to get as much clinical 
experience as possible.  I worked as a nurse assistant and scribed in the 
ER during my undergraduate work, and after earning a degree in 
nutrition, I worked as a pediatric dietitian in the NICU and PICU before 
returning to PA school.      

Why did you want to become a PA?  The ability to practice independently and still learn from and 
collaborate with physicians, the vast opportunities for PAs and the flexibility of the profession were things I 
wanted for my career.  With more time to spend with patients, I hope to form relationships and better 
personalize care, treating the whole individual, not just the disease.  I had trained alongside a physician 
assistant that had previously worked as a dietitian, and I found the idea of combining nutrition and medicine 
highly intriguing. 

Why would you like to work in pediatrics in the future?  Working with patients during their most 
resilient stages of life, I’ll have the power to influence their growth and development. Striving for wellness, 
early on, I can help set the stage for my patients to live a healthy life down the road.  

In an ideal world, what will you do as a PA?  Ideally, my role as a PA would include a little bit of 
everything - assessment, management, procedures, and education as well as a wide variety of patients.  I really 
hope to find a career in pediatrics and a job where I can also bring my nutrition background to the table.  I 
would love to return to the NICU as a neonatal provider.  

What do you like to do with your free time?  Anything that gets me outdoors!   

In life or as a medical practitioner do you have a role model or mentor?  My mom has always been 
my biggest role model.  She is an exceptional nurse and goes above and beyond for her patients.  I hope to 
exemplify that same compassion as a provider.    
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SPAP Board of Directors 
We are currently accepting applications for the 2018-19 SPAP Board of 
Directors.  Open positions for the upcoming cycle are President-Elect, 

Secretary, Student Representative, and Member at Large.  Applications can be 
found at SPAP’s website and are due by June 1. 


